Case report A 25 year old man was referred with a recalcitrant left sided pleural effusion. Behcet's syndrome had been diagnosed seven years previously on the basis of orogenital ulcers and uveitis. He had been given immunosuppressive agents irregularly. Frequent thoracocentesis over 11 months had led to the removal of 43 litres of pleural fluid for symptomatic relief. On examination he was acutely breathless and distressed and had signs of a massive left sided pleural effusion. Several maculoerythematous lesions 2-5 mm in diameter were present on his arms and trunk and several distended veins on the chest wall. The left eye was enucleated as a result of phthisis bulbae. The right comea was cloudy, and pupillary reflexes were absent. There were four ulcers on the scrotum and oedema and erythema nodosum on both legs.
Laboratory tests showed that the erythrocyte sedimentation rate was 70 mm in one hour, haemoglobin Under normal conditions lymphatic vessels in the lung do not contain chyle. Thrombosis of the subclavian vein may lead to obstruction of the orifice of the thoracic duct, which causes increased intraluminal pressure, back pressure in communicating vessels, and leakage of chyle from the pleural lymphatics into the pleural and the pericardial space."' It has also been suggested that the chylous fluid may originate through "weeping" from the lung surface into the pleural space.'2 These mechanisms may explain the development of chylothorax and chylopericardium, though obstruction of the superior vena cava may also have contributed to the development of such a large volume of pleural fluid. 8 Chylothorax secondary to obstruction of the superior vena cava is difficult to treat. Unless obstruction in the venous system is removed, the lungs remain lymphangiectatic.9 In this case immunosuppressive drugs, bed rest, a special diet, and underwater seal drainage led to a decrease in the volume and triglyceride concentration of the pleural fluid. 
